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 Among civilian populations, 50-90% of people experience at least one trauma 
during their lifetime (Breslau, Kessler, Chilcoat, Schultz, Davis, & Andreski, 1998; 
Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995).  Traumatic events can lead to 
disruptions in multiple aspects of the individual’s life.  A person may experience 
emotional and cognitive disturbances including symptoms of avoidance, hyperarousal, 
and re-experiencing the traumatic event, with the more severe cases leading to the 
development of posttraumatic stress disorder (PTSD) or other psychological disorders 
(APA, 2000).  Among individuals exposed to a traumatic experience, approximately 18-
24% develop the full syndrome of PTSD (Breslau, Davis, Andreski, & Peterson, 1991; 
Resnick, Kilpatrick, Dansky, Saunders, & Best, 1993).  In addition, survivors of trauma 
may encounter disruptions among their social network, difficulty within their occupation, 
physical health concerns and existential concerns and spiritual crises (Schnurr, Green, & 
Kaltman, 2007). 
 Trauma survivors may utilize a variety of coping mechanisms in order to alleviate 
the symptoms and stressors that are associated with traumatic experiences.  After trauma 
exposure, individuals with posttraumatic stress symptoms may use alcohol and/or other 
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substances in an attempt to control distressing and sometimes unbearable symptom 
associated with trauma exposure (Brady, Back, & Coffey, 2004).  These individuals 
utilize alcohol as a coping mechanism, likely because they lack other resources (e.g., 
social support, positive coping strategies) to manage these often excruciating symptoms.   
PTSD and substance use disorders have consistently been found to co-occur 
(Keane & Wolfe, 1990).  Kessler et al. (1995) reported that in the United States, among 
men diagnosed with PTSD, approximately 51.9% are diagnosed with alcohol use disorder 
during their lifetime and among women, approximately 27.9%.  Moreover, people who 
suffer from posttraumatic stress symptoms and abuse substances are susceptible to 
multiple traumas (Fullilove, M., Fullilove, R., Smith, Winkler, Panzer, & Wallace, 1993).  
This may indicate that the relationship between substance use and posttraumatic stress 
symptoms are cyclical.  For example, victimization may lead to substance use, which 
further increases the risk for PTSD and exposure to subsequent additional traumatic 
events (Kozaric-Kovacic, Ljubin, & Grappe, 2000). 
 Based on epidemiological research, it is evident that most individuals who are 
exposed to traumatic events do not, in fact, develop PTSD or a substance use disorder 
(Breslau et al., 1998; Kessler et al., 1995).  Therefore, certain predisposing factors must 
play a significant role in the development of these two disorders.  Factors that incre se 
the risk of alcohol use after traumatic events include:  family history and dri king 
behavior before trauma exposure (Helzer, 1984); the nature of the trauma (Green, Lindy, 
Grace, & Gleser, 1989); and negative social support (Ullman, Filipias, Townsend, & 
Starzynski, 2006).  Personal predisposition to alcohol use prior to trauma exposure seems 
to have a significant effect on the use of substances after the traumatic even .  A family 
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history of alcohol use and trauma exposure increases the probability of being exposed to 
traumatic events, developing posttraumatic stress symptoms, and alcohol use (McLeod, 
Koenen, Meyer, Lyons, Eisen, True, & Goldberg, 2001).  Also, the level of trauma 
exposure and multiple traumatic experiences is a strong predictor in the development and 
severity of PTSD symptoms and the use of substances.  Individuals who are exposed to 
more severe forms of trauma, such as childhood abuse and neglect, sexual assault, and 
combat trauma increase the likelihood and severity of PTSD symptoms and use of 
substances (Green et al., 1989; Ullman et al., 2006).   
 Exposure to traumatic events may also evoke certain existential questions 
concerning the meaning of life and suffering or, challenging fundamental assumptions in 
relation to living in a just world and the nature between good and evil.  Individuals who 
grapple with these existential concerns may be confronted with spiritual crises.  For 
instance, through their suffering they may question their belief in a compassion te and 
benevolent God.  A growing body of literature has found that during stressful life events 
methods of religious coping are among the most common forms of coping strategies 
(Pargament, Ensing, Falgout, Olsen, Reilly, Van Haitsma, et al., 1990).  The utilization of 
religious coping strategies and experience of trauma is multidimensional and quite 
complex.  In a paradoxical fashion, trauma can strengthen an individual’s religious 
beliefs (Calhoun, Cann, & Tedeschi, 2000), but can also have a negative impact on 
religious beliefs and behaviors (Falsetti, Resick, & Davis, 2003; Harris, Erbes, Engdahl, 
Olson, Winskowski, & McMahill, 2008).  It has been evidenced that more severe trauma 
exposure triggers both positive and negative religious coping strategies (Pargament, 
1997).  However, positive methods of religious coping have been associated with 
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increased spiritual growth and increased self-esteem and life satisfaction, whereas 
negative religious coping strategies have been associated with greater callousness 
towards others and more symptoms of depression and anxiety (Pargament, Smith, & 
Koenig, 1998; Harrison, Koenig, Hays, Eme-Akwari, & Pargament, 2001).   
 Trauma victims may engage in religious coping for a variety of reasons.  They 
may utilize religious coping methods in order to find meaning within the context of the
trauma, to gain control or comfort during stressful situations, to become closer to God
and gain intimacy with others, or to achieve a life transformation (Pargament, Koeig, & 
Perez, 2000).  The use of positive religious coping strategies demonstrates a “sen e of 
spirituality, a secure relationship with God, a belief that there is meaning to be found in 
life and a sense of spiritual connectedness with others” (Pargament, Smith, Koenig, & 
Perez, 1998, p. 712).  Methods of positive religious coping include: benevolent religious 
reappraisal, religious purification, seeking spiritual support, religious forgiveness, 
collaborative religious coping, spiritual connection, and religious focus (Pargament et al., 
1998).  On the other hand, methods of negative religious coping are “an expression of a 
less secure relationship with God, a tenuous and ominous view of the world, and a 
religious struggle in the search for significance” (Pargament et al., 1998, p.712).  This 
coping strategy is demonstrated through spiritual discontent, punishing God reappraisals, 
interpersonal religious discontent, demonic reappraisals, and reappraisal of God’s powers 
(Pargament et al., 1998). 
Present Study 
Previous research has demonstrated a relationship between trauma exposure and 
increased alcohol use, as well as utilization of both positive and negative religious coping 
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strategies following traumatic experiences.  However, the body of literatur  has yet to 
investigate whether utilization of positive or negative religious coping strategies after 
trauma impact the use of alcohol and the development of post-traumatic psychological 
symptoms.  The aim of the current study is to examine the use of positive and negative 
religious coping strategies after traumatic experiences among colle e students and the 
influence of these coping strategies on alcohol use and psychological symptoms.  
Specifically, it is hypothesized that individuals who utilize positive religious coping 
strategies after traumatic experiences will engage in less risky alcohol use compared to 
their counterparts who employ negative religious coping strategies and will experience 











REVIEW OF LITERATURE 
 
 Exposure to traumatic experiences creates a demand for coping and may elicit  
variety of coping strategies among victims.  These strategies are employd in order to 
assuage the negative symptoms and stressors that are associated with traumatic 
experiences, such as symptoms of avoidance, hyperarousal, and re-experiencing the 
event.  The utilization of substances, particularly alcohol, and the use of religion are 
among the most prevalent coping methods (Kessler et al., 1995; Keane & Wolfe, 1990; 
Pargament, et al., 1990).   
In addition to posttraumatic stress symptoms, trauma victims may also be 
confronted with existential questions that may upset the individual’s fundamental beliefs 
and assumptions about the world.  This may instigate utilization of one or more methods 
of positive and negative religious coping.  The literature has demonstrated an inverse 
relationship among the use of positive religious coping strategies and alcohol 
consumption.  Further, employment of religious coping strategies and use of alcohol to 
cope are triggered by more severe trauma exposure (Pargament, 1997; Green et al., 1989; 
Ullman et al., 2006).   
However, the current body of literature has yet to investigate the relationship of 
religious coping strategies after trauma exposure to alcohol consumption.  This review 
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will define the relationships among the following three bodies of literature independently: 
trauma exposure, alcohol use, and methods of religious coping.  The aim of this study is 
to combine these three bodies of literature by examining whether religious coping 
strategies influence alcohol consumption after traumatic experiences.     
Epidemiology of Trauma Exposure 
Exposure to traumatic events is a common human experience.  A majority of 
individuals experience at least one traumatic event during their lifetime.  A traumatic 
event is one in which the individual experiences, witnesses, or is confronted by a 
situation involving actual or threatened death or serious injury to themselves or someone 
else in which the individual’s response included intense fear, helplessness, or horror 
(APA, 2000).  These experiences may include combat experiences, natural or man-made 
disasters, sexual or physical assault, or witnessing the serious injury or violent death of 
someone else.  
The National Comorbidity Survey (NCS; Kessler et al., 1995) estimated trauma 
exposure based on a nationwide probability sample of 5,877 adult residents in the United 
States.  The respondents were between the ages of 15-54 and were interviewed in their 
homes about twelve types of trauma such as combat, life-threatening accident, sexual and 
physical assault, natural disaster, and witnessing.  This study found that 61% of men and 
51% of women reported experiencing at least one traumatic event during their lifetime, 
with a majority of those reporting experiencing multiple traumatic events.  Types of 
trauma associated with high probability of developing posttraumatic stress disorder 
(PTSD) for men were combat exposure, childhood neglect, and childhood physical abuse 
and for women included sexual molestation, physical attack, being threatened with a 
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weapon, and childhood physical abuse.  The results indicated that although men were 
more likely than women to experience at least one traumatic event during their lifetime, 
women were twice as likely overall to develop lifetime PTSD compared to men (10% vs. 
5%).  The results of this study indicate that a majority of individuals within the Unit d 
States experience a traumatic event during their lifetime.  It also dem nstrates that PTSD 
is a highly prevalent disorder with roughly 8% of respondents (5% of men and 10% of 
women) being estimated to have a lifetime history of PTSD. 
Breslau et al. (1998) conducted the Detroit Area Survey of Trauma in which they 
examined traumatic events and PTSD in a representative sample of 2,181 persons 18 to 
45 years of age in the Detroit, Michigan area.  In contrast to the National Comorbidity 
Survey (Kessler et al., 1995), this study collected a complete history of traumatic events 
and randomly selected trauma from the list of traumas reported by the respondent t  
collect further information and assess for PTSD.  Breslau et al. found a higher lifetime 
prevalence of exposure to any traumatic event (approximately 90%) with the sudd n, 
unexpected death of a loved one being the most prevalent experience at 60%.  Individuals 
who experienced at least one qualifying event averaged five traumatic experiences over 
their lifetime.  The probability of developing PTSD after exposure to trauma was 9.2% in 
women and 6.2% in men.  Assaultive violence had the highest risk of developing PTSD 
with more women than men reporting rape (9.4% vs. 1.1%) and sexual assault (9.4% vs. 
2.8%), but more men than women reported being threatened with a weapon (34.0% vs. 
16.4%), being shot or stabbed (8.2% vs. 1.8%), or being badly beaten up (13.1% vs. 
9.8%).  Learning about the sudden, unexpected death of a loved one was associated with 
a moderate probability of developing PTSD (14.3%) and accounted for nearly one-third 
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of the PTSD cases.  This study demonstrates that most people will experience a traumatic 
event during their lifetime; however, most individuals will not develop PTSD after 
exposure. 
 The NCS study assessed PTSD criteria for only the “most upsetting” traumatic 
event per person, likely creating an overestimation of the associations of particular events 
with PTSD.  In addition, Breslau et al. used an expanded version of the DSM-IV 
inventory of qualifying events, while the NCS study used the DSM-III-R to assess for 
PTSD and other comorbid disorders.  The DSM-IV broadened the range of qualifying 
traumatic events beyond the DSM-III-R criteria utilized in the NCS and also included a 
subjective component in which the “person’s response involved intense fear, 
helplessness, or horror” (APA, 1994).  The different criteria used in determining a 
qualifying event are demonstrated in the lifetime prevalence of trauma exposure within 
each study.   
Consequences of Trauma Exposure 
Development of PTSD 
Despite the high probability of trauma exposure (50-90%), roughly 10-24% of 
those exposed to trauma develop the full syndrome of posttraumatic stress disorder 
(Friedman, Keane, & Resick, 2007; Breslau et al., 1991; Resnick et al., 1993).  PTSD 
develops after a person has been exposed to a traumatic event that involved actual or 
threatened death resulting in intense fear, helplessness, or horror.   
The DSM classifies symptoms of PTSD into three clusters: re-experiencing 
symptoms, avoidance symptoms, and arousal symptoms.  The traumatic event is 
persistently re-experienced through recurrent and intrusive recollections, or dreams, or 
 10
both; the person acts or feels as if the traumatic event were recurring (may include 
illusions, hallucinations, or dissociative flashback episodes); the person experiences 
intense psychological or physiological reactivity or distress when exposed t  events that 
symbolize or resemble the trauma.  As a result of these symptoms, the person persi tently 
avoids events or stimuli associated with the trauma, including thoughts, feelings, 
conversations, activities or places.  They may also be unable to recall important aspec s 
of the trauma, feel detached or estranged from others, experience diminished interest  
significant activities, and have a sense of a foreshortened future.  These individuals 
experience some persistent increase in arousal including insomnia, irritability, difficulty 
concentrating, hypervigilance, and exaggerated startle response (APA, 2000) which 
demonstrates some of the debilitating effects of this disorder.        
Traumatic experiences can lead to disruption s in multiple aspects of an 
individual’s life.  In addition to posttraumatic stress symptoms, trauma victims may also 
struggle with disruptions among their social network, occupation, and physical health, as 
well as existential crises (Schnurr et al., 2007).  Social support is related to the diagnosis 
of PTSD and is considered one of the most important precursors in the development of 
the disorder (Andrews, Brewin, & Rose, 2003; Guay, Billette, & Marchand, 2006; 
Kimerling & Calhoun, 1994; Zoellner, Foa, & Bartholomew, 1999).  After trauma, the 
individual’s emotional state and coping strategies may be directly impacted by the 
individual’s social support system.  Williams & Joseph (1999) described a model wher 
the support received from significant others is a factor that may decrease or exacerbate 
stress levels.  Victims who receive supportive, receptive, and noncritical respons from 
significant others after disclosing the events of the trauma have beneficial ffects and 
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possibly assuage the negative impact on the emotional adjustment in the aftermath of the 
trauma (Guay et al., 2006).  Conversely, negative reactions that are perceived to be 
unsupportive, avoidant, and critical tend to increase the victim’s level of distress and 
contribute to the development and maintenance of PTSD symptoms (Guay et al., 2006). 
Dual Diagnoses among Trauma Survivors 
 Comorbidity with PTSD has been well recognized and documented.  The 
literature has demonstrated a high frequency of alcohol abuse and dependence, major 
depressive disorder, generalized anxiety disorder, panic disorder, and suicidal ideation 
(Davidson, Kudler, Saunders, & Smith, 1990; Bremner, Southwick, Darnell, & Charney, 
1996) among individuals with PTSD.  Kulka, Schlenger, Fairbank, Hough, Jordan, 
Marmar, & Weiss (1990) reported that 98.9% of Vietnam theatre veterans diagnosed with 
PTSD had a history of another psychological disorder, in comparison to 40.6% of 
individuals without a PTSD diagnosis.  Studies have shown that individuals with PTSD 
exhibit higher scores of guilt, impairment of functioning and loss of pleasure, detachment 
and estrangement, derealization, and suicidal ideation or attempts (Davidson et al., 1990).  
In addition to higher rates of comorbidity, studies examining the relationship between 
exposure to trauma and mortality have demonstrated that trauma exposure is associated 
with higher rates of mortality, primarily due to external causes such as accidents and 
suicide (Schnurr, et al., 2007).  PTSD and trauma exposure have also been related to 
utilization of more medical services (Walker, Gelfand, Katon, Koss, Von Korff, 
Bernstein, et al., 1999) and poorer health outcomes in both veterans and nonveterans 
(Sareen, Cox, Clara, and Asmundson, 2005 as cited in Schnurr, et al., 2007). 
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Substance abuse is among the most prevalent dual diagnoses with PTSD.  Kessler 
et al. (1995) reported that in the United States, among men diagnosed with PTSD, 
approximately 51.9% meet criteria for an alcohol use disorder and 34.5% are diagnosed 
with a drug use disorder during their lifetime.  Further, this dual diagnosis is two to three 
times more prevalent among women in substance abuse treatment than men (Brown & 
Wolfe, 1994).  As discussed earlier, there are three major symptom clusters that comprise 
the PTSD diagnosis:  re-experiencing symptoms, avoidance symptoms, and arousal 
symptoms.  The severity of these symptom clusters may differentially affect substance 
use and abuse (Ouimette & Brown, 2003).  Further, it is important to acknowledge the 
functional relationship between substance use and PTSD symptoms.  Patients report hat 
the use of alcohol reduces nightmares and numbing symptoms, such as feeling detached 
or isolated from others.  Alcohol and other drugs such as heroin have been reported to 
reduce a majority of symptoms within the hyperarousal cluster (Bremner et al., 1996). 
Association of Alcohol Use to Trauma Exposure 
A growing body of literature has demonstrated an association between traumatic 
experiences and an increase in alcohol use (Schiff, 2006).  This association has been 
investigated through examining changes in alcohol consumption and various measures of 
abusive drinking following trauma exposure including natural and man-made disasters, 
sexual and physical abuse, combat, and accidents.  The nature or severity of traumatic 
exposure, as well as multiple traumatic experiences, is a strong predictor in the 
development and severity of posttraumatic alcohol abuse (Stewart, 1996).  Individuals 
who are exposed to more severe forms of trauma, such as childhood abuse and neglect, 
sexual and physical assault, and combat trauma are at greater risk of devel ping lifetime 
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PTSD (Friedman et al., 2007; Kessler et al., 1995) and use of substances (Green et al., 
1989; Ullman et al., 2006).  On the other hand, events associated with a lower probability 
of lifetime PTSD include accidents, natural disasters, and witnessing traumas (Friedman 
et al., 2007; Kessler et al., 1995).   
Moreover, people with both PTSD and substance abuse are susceptible to multiple 
traumas (Fullilove et al., 1993).  This may indicate that the relationship between 
substance use and PTSD is cyclical.  For example, victimization may lead to substance 
use, which further increases the risk for PTSD and exposure to multiple traumatic events 
(Kozaric-Kovacic et al., 2000).  Several factors have been found to be related to an 
increased risk of alcohol abuse and PTSD symptoms after traumatic experiences such as 
level of social support (Guay et al., 2006), the nature of the trauma (Gold, Engdahl, 
Eberly, Blake, Page, & Frueh, 2000), self-blame (Ullman et al., 2006), alcohol 
expectancies (Galen & Rogers, 2004), and drinking in order to cope with the stress 
(Ullman et al., 2006).   
Theoretical Models of Alcohol Abuse after Trauma 
Several explanations for the co-occurrence between trauma exposure and alcohol 
use have been proposed, including the “self-medication” hypothesis and the “tension 
reduction” hypothesis.  Ullman et al. (2006) compared female sexual assault victims wi h 
PTSD only (N=279) to victims with comorbid PTSD and drinking problems (N=226).  
They found that women with stronger tension reduction expectancies and more drinking 
to cope (or self-medicate) were related to having PTSD in conjunction with problem 
drinking.   
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Self-Medication Hypothesis 
Most of the published data support the “self-medication” hypothesis.  This 
hypothesis asserts that after traumatic exposure, individuals use alcohol in an attempt to 
control distressing and sometimes unbearable symptoms associated with PTSD (Van der 
Kolk, 1996).  These individuals utilize substances as a coping mechanism, likely because 
they may lack other resources (e.g., social support, positive coping strategies) to manage 
these often excruciating symptoms (Butler, 1996).  The substance provides only 
temporary relief of symptoms, with cessation of the substance, the PTSD symptoms re-
emerge.   
Central Nervous System (CNS) depressants, such as alcohol, cannabis, opioids, 
and benzodiazepines, significantly improve some symptoms associated with PTSD 
(Bremner et al., 1996).  However, other PTSD symptoms may be exacerbated by 
substance use.  For example, PTSD patients with alcohol dependence display 
significantly more arousal symptoms (Jacobsen, Southwick, & Kosten, 2001).   Also, 
withdrawal from the substance may instigate PTSD symptoms (e.g., withdrawal f om 
alcohol can induce flashbacks) (Ouimette & Brown, 2003).  This demonstrates how both 
alcohol abuse and PTSD become intertwined and complicated to treat.   
Tension Reduction Hypothesis 
 Similarly, the “tension reduction” hypothesis asserts that alcohol drinking reduces 
tension and individuals consume alcohol to feel calmer in stressful situations (Volpicelli, 
1987).  This notion has been supported through clinical, epidemiological, and 
experimental studies using alcohol abusers, social drinkers, and animals.  Hodgson, 
Stockwell, & Rankin (1979) found that alcohol can in fact reduce fear and frustration in 
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rats, thereby helping the rats cope with the stress and providing support for the tension
reduction hypothesis.  Kalodner, Delucia, & Ursprung (1989) examined alcohol 
consumption and anxiety levels in college students.  The results indicated that students 
with high levels of anxiety drank significantly more alcohol than students with low levels 
of anxiety.   
Further, alcohol consumption reduces physiological reactivity to stressful events.  
A study examining the effects of alcohol on physiological arousal before and durig 
exposure to two stressful situations indicated that the consumption of alcohol markedly 
alleviated the degree of physiological responses to the stressful situations (Levenson, 
Sher, Grossman, Newman, & Newlin, 1980).  Oftentimes individuals with alcohol 
dependence relapse after negative life events (Marlatt & Gordon, 1980 as cited in 
Volpicelli, 1987) providing additional support for the tension-reduction hypothesis.  
Association of Religiosity and Alcohol Use 
The empirical research has demonstrated an inverse relationship between 
religious beliefs and practices to both alcohol and drug use (Strawser, Storch, Geffken, 
Killiany, & Baumeister, 2004; Wallace, Yamaguchi, Bachman, O’Malley, Schulenberg, 
Johnston, 2007).  It has been hypothesized that religious beliefs and practices (e.g., 
praying, attending church, redefining the stressor through religion as benevolt and 
potentially beneficial, seeking support from clergy or other members) might protect 
against stress that motivates alcohol use by providing the individual with adaptive coping
skills (Pargament et al., 1998; Strawser, et al., 2004).  Individuals with strong religious 
beliefs also likely internalize religious proscriptions on alcohol or drugs that are common 
to all major religions.  The extant literature has demonstrated that frequent church 
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attendance (Koenig et al., 1994; Francis, 1992), having a religious affiliation (Mullen, 
Baxter, & Dyer, 1986; Francis, 1992; Patock-Peackham, Hutchinson, Cheong, & 
Nagoshi, 1998) and level of intrinsic religiosity (Patock-Peckham et al., 1998; Galen & 
Rogers, 2004) have been associated with lower levels of alcohol consumption.     
Koenig, George, Meador, Blazer, & Ford (1994) conducted a study examining the 
associations between religious practices and alcohol abuse and dependence.  The 
participants consisted of 2,969 individuals aged 18-97 who had previously participated in 
the National Institute of Mental Health Epidemiologic Catchment Area survey.  They 
assessed six-month and lifetime prevalence of alcohol use disorders and compared the 
varying levels of religious activity among the participants.  The religious activity data 
included frequency of Bible reading, prayer, and church attendance; time spent watching 
or listening to religious programming on television or radio; importance of religion; 
religious denomination; and identification as “born-again” Christian.  The results 
demonstrated that recent and lifetime rates of alcohol use disorders were significantly 
lower among participants who frequently engaged in religious activity, more specifically 
Bible study, prayer, frequent church attendance, and those reporting to be born-again 
Christians.  These activities reflect personal expressions of religious devotion, as well as 
an intrinsic religious orientation and demonstrate a strong adherence to religious doctrine 
that teaches against the abuse of alcohol.         
Intrinsic versus Extrinsic Religiosity  
Multiple studies have found that intrinsic religiosity is associated with lower 
levels of alcohol consumption (Patock-Peckham et al., 1998; Galen & Rogers, 2004) and 
is related to better outcome following stressors (Schiff, 2006) than extrinsic religiosity.  
 17
Individuals who adhere to a more intrinsic orientation of religiosity look to religion for 
more spiritual purposes (Pargament, 1997) and integrate religion into one’s own identity 
(Galen & Rogers, 2004).  People with this religious orientation have been found to read 
their Bible more (Pargament, 1997) and have stronger self-esteem, life satis action, and 
quality of life (Harrison et al., 2001).   
In contrast, an extrinsic religious orientation consists of individuals who look 
toward religion primarily for their own personal development (Pargament, 1997) and 
practical reasons such as social support from the church body and assistance in coping 
from clergy members (Galen & Rogers, 2004).  Patock-Peckham et al. (1998) 
investigated the effect of religiosity on alcohol use among college students.  The results 
demonstrated that non-religious students reported significantly higher levels of drinking 
frequency and quantity than students of Catholic or Protestant religious affiliation.  
Further, intrinsic religiosity was negatively correlated with drinking problems and was 
significantly positively correlated with drinking control.   
After examining multiple mechanisms of the inverse relationship between 
religiosity and alcohol consumption, Galen & Rogers (2004) determined that religiosity 
may have direct effects that reduce alcohol consumption, as well as indirect effects
through alcohol expectancies and motivation to drink.  Consistent with previous studies, 
Galen & Rogers found that intrinsic religiosity proved to have the strongest inverse 
relationship with alcohol consumption indicating that religiosity may guard against risky 
drinking behavior through providing expectations that alcohol will have negative effects 
(e.g., lowered self-perception, cognitive impairment).        
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Although alcohol use is prevalent among college students (Read, Wood, 
Davidoff, McLacken, & Campbell, 2002), the existing evidence suggests that higher 
levels of religious faith provide more adaptive coping responses, higher resilience to 
stress, a more optimistic view on life, and serve as a buffer against the negative ffects 
associated with trauma (Arevalo, Prado, Amaro, 2008).  Moreover, research has 
demonstrated that religion and spirituality provide protective factors against alcohol and 
drug use (Stewart, 2001).  
Association of Religiosity to Trauma Exposure 
Religious faith is important to most Americans, with approximately 78% of 
Americans reporting belief in God, while 61% reported being a member of a church and a 
majority of Americans reported believing that religion can answer all or most of today’s 
problems (Gallup Poll, 2008).  Despite this widespread belief in God and level of 
religiosity, research has often neglected to examine thoroughly the role religiosity plays 
after trauma, more specifically the utilization of religious coping strategies.   
However, religiosity has been associated with better outcomes following trauma 
and life stressors (Schiff, 2006) and provides inner strength and meaning during times of 
extreme stress (Arevalo et al., 2008).  Religiosity also provides beneficial efects on 
individual’s physical and mental well-being.  Individuals with a high level of devotion to 
religiosity tend to have reduced tendencies for risky behavior and aggression, as well as 
reduced levels of depression, suicide, and use of substances (Pajevic, Sinanovic, & 
Hasanovic, 2005).   
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Existential Crises after Trauma 
The occurrence of a traumatic event in an individual’s life overwhelms the 
person’s coping skills depleting their sense of control and meaning in life (Farl y, 2007).  
In addition, trauma has the potential to shatter a person’s foundational worldview and 
their sense of safety in the world (Blakley, 2007).  The trauma victim is confronted with 
uncertainty and instability (Smith, 2004) and may challenge their fundamental 
assumptions in relation to living in a just world and question the meaning of life and 
suffering.  In addition, the victim’s religious beliefs in a benevolent, omnipotent God may 
be challenged and viewed as inconsistent with the traumatic experience (Harris, et al. 
2008).  This cycle may then lead the individual into a state of spiritual and existential 
crises that is often experienced as a weakening of religious faith (Fontana & Rosenheck, 
2004).   
Relationship of Religious Beliefs and PTSD Symptoms 
A significant inverse relationship exists between strength of religious faith and 
severity of PTSD symptoms (Fallot & Heckman, 2005; Fontana & Rosenheck, 2004; 
Falsetti et al., 2003).  Trauma victims are faced with reexamining ideas concerning 
responsibility, guilt, suffering, justice, and forgiveness, as well as their sense of trust and 
security in the world (Smith, 2004).  They may find religion harmful and decide to reduce 
their involvement in religion or even abandon their religious faith altogether because God 
would not allow such horrible things to happen to them (Harris, et al. 2008; Falsetti et al., 
2003).  In 2003, Falsetti and colleagues examined the relationships of trauma, PTSD, and 
religious beliefs among 120 participants who had experienced a high magnitude stressor 
as defined by the DSM-III-R.  Approximately 17% of the participants reported becoming 
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less religious after the traumatic experience and roughly 44% reported that their religious 
beliefs were not helpful or they did not use religion to help them cope with the event.   
Harris et al. (2008) examined 327 church-going trauma survivors and explored the 
relationships among religious practices, behaviors, and posttraumatic adjustment.  In 
addition, they identified two religious factors each reflecting either positive or negative 
mental health functions of religiosity.  The first factor, “seeking spiritual s pport”, 
included positive religious coping strategies and seeking assistance, acceptan e, and calm 
and focus in personal prayer.  Participants scoring high in this factor were likely to work 
collaboratively with God and others within their faith community to cope with the trauma 
and viewed these relationships as a source of comfort and support.  Conversely, the 
second factor, “religious strain” included separation from God, fear and guilt, religious 
rifts, and use of negative religious coping strategies.  Participants with high scores were 
likely to feel that God was punishing them or angry at them, that God or their faith 
community had abandoned them, and likely had negative feelings toward God and 
members of their faith community.  The “religious strain” factor was found to be a 
positive predictor of posttraumatic stress symptoms as measured by the PTSD Checklist-
Civilian Version, whereas “seeking spiritual support” was related to posttraumatic 
growth.                            
Although it has been evidenced that traumatic exposure may have a weakening 
effect on religiosity, it has also been demonstrated to lead to a strengthening in the trauma 
victim’s religious faith as well (Fontana & Rosenheck 2004; Fallot & Heckman, 2005; 
Falsetti, et al., 2003).  Trauma may serve as a catalyst for victims to search for a new 
meaning and purpose in life, in addition to obtaining a means of coping that will 
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assimilate the traumatic experience into their existing schema.  Religion provides 
individuals with a variety of additional resources such as support from a congregation, 
the ministry of clergy, and relevant religious literature.  It also provides the victim with a 
means of redefining the traumatic event through religion as potentially beneficial 
(Pargament et al., 1998).   
Use of Religious Coping Strategies after Trauma 
Fallot & Heckman (2005) examined the types of religious coping used by women 
trauma survivors.  The participants consisted of 666 women with co-occurring mental 
health and substance use disorders who had a physical and/or sexual abuse history.  
Consistent with the existing literature, this study found that religious coping is a common 
way of dealing with trauma and that exposure to trauma may increase religious act vities.  
Severity of posttraumatic stress symptoms and other mental health symptoms were 
associated with negative religious coping.  Women who reported viewing the trauma as 
divine punishment or abandonment reported more extensive symptoms.  On the other 
hand, women who drew on religion for support and strength reported fewer mental health 
symptoms.  Among these participants, levels of positive religious coping methods were 
much higher than use of negative religious coping, which may indicate that women are 
more likely to view religion as a positive resource rather than reflecting God’s 
punishment or conflict.   
In addition to Fallot & Heckman (2005), several other investigators have reported 
on the prevalence of religious coping strategies during stressful situations.  Tepper, 
Rogers, Coleman, & Malony (2001) examined the prevalence of religious coping amon
persons with persistent mental illness and looked at the relationship between religious 
 22
coping and symptom severity.  They found that eighty percent of the participants reported 
using some type of religious activity or belief to cope with their symptoms and distress.  
The results also indicated that specific religious coping strategies (e.g., prayer, 
meditation) is more common among individuals with more severe levels of suffering.  A 
majority of the participants reported that religion became more important to them when 
their symptoms became worse.  This suggests that more distressed individuals may be 
more likely to rely on religious coping strategies.   
Pargament, et al. (1990) reported similar rates of religious coping among their 
participants.  However, other studies have found only a minority of participants reported 
use of religion in dealing with stressful life events (Gurin, Veroff, & Feld, 1960; Bowker, 
1988; LaGrand, 1985).  These differences are likely due to differences in methodologies 
and measurement.  The studies in which small percentages of religious coping have been 
found use very stringent methods of measurement (e.g., only counting those who mention 
religion as their first spontaneous response to the question of how they handle their 
worries), whereas higher percentages are reported in studies utilizing checklists or 
surveys (Pargament, 1997).       
Use of Non-Religious Coping Strategies after Trauma 
In addition to using religious coping strategies, it is important to point out that 
non-religious coping strategies may be employed as well during stressful situations.  
McCrae (1984) assessed twenty-eight coping mechanisms in response to a variety of 
stressful life events including loss (e.g., death of parent; divorce; robbery), threat (e.g., 
personal or family illness; problems finding a job; being sued), or challenge (e.g., job 
promotion or new career; marriage; having a baby).  The results indicated that faith nd 
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expression of feelings were used most often in responding to loss, whereas fatalism, 
wishful thinking, and seeking help were used most often in response to threats.  Other 
forms of nonreligious coping included: hostile reaction; rational action (e.g., made and 
followed a plan); seeking help from a professional or others; isolation of affect (e.g., 
continuing as if nothing happened); intellectual denial; self-blame; self-adapt tion; 
humor; and passivity among others.  Interestingly, putting faith in God surfaced as the 
most commonly used coping mechanism in response to loss.  In this study, loss was 
viewed as the more severe form of stress in comparison to threat or challenge.  This may 
indicate that the severity of the stressor plays a significant role in the utilization of certain 
coping mechanisms, more specifically the use of religion to cope.   
Methods of Religious Coping 
Pargament and colleagues (1998) identified a variety of religious coping methods.  
They based these methods on the five basic religious functions that have been identified 
by religious scholars and include: the search for meaning; gaining control; gaining 
comfort and closeness to God; increase intimacy and social cohesiveness; and achieving a 
life transformation.  In addition, they identified patterns of positive and negative rel gious 
coping (see Table 1) among three diverse samples including members of two churches in 
Oklahoma City at the time of the 1995 bombing of the Murrah federal building, a sample 
of college students who experienced a serious negative event, and patients from a hospital 
coping with medical illness.   
Positive patterns of religious coping methods included: seeking spiritual support; 
religious forgiveness; collaborative religious coping; spiritual connection; religious 
purification; benevolent religious reappraisal; and religious focus.  Pargament nd 
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colleagues (1998) defined this pattern as “an expression of a sense of spirituality, a secure 
relationship with God, a belief that there is meaning to be found in life, and a sense of 
spiritual connectedness with others” (p. 712).  These methods of religious coping were 
associated with more optimistic outcomes including fewer symptoms of psychological 
distress, reporting posttraumatic growth (both psychologically and spiritually), and 
greater levels of cooperation.    
On the other hand, negative patterns of religious coping included: spiritual 
discontent; punishing God reappraisals; interpersonal religious discontent; demonic 
reappraisal; and reappraisal of God’s power.  This pattern was viewed as “an expression 
of a less secure relationship with God, a tenuous and ominous view of the world, and a 
religious struggle in the search for significance” (p. 712).  In contrast to thepositive 
methods of coping, these coping strategies were associated with symptoms of 
psychological and emotional distress (e.g., depression), poorer quality of life, and 
callousness towards others.  These results demonstrate how coping with stressful lif  
experiences can be ineffective, as well as effective depending upon the methods chosen 
to deal with the stressor.                 
The Present Study 
 It is important to acknowledge that most of the research on religiosity, more 
specifically religious coping, has been conducted within a Judeo-Christian background 
and little empirical data exists on non-mainstream religions in the United States.  The 
current body of literature has demonstrated the following relationships: increased alcohol 
use after trauma; increased utilization of both positive and negative religious coping 
strategies after trauma; and decreased alcohol consumption among individuals with 
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higher levels of religiosity.  However, the literature has failed to combine these three 
bodies of research.  The goal of the current study is to investigate whether the use of 
religious coping strategies after trauma is related to alcohol consumption, alc hol-related 
problems, and symptoms of posttraumatic stress among college students.   Specifically, it 
is hypothesized that individuals who utilize positive religious coping strategies aft r 
traumatic experiences will engage in less risky alcohol use, experience fewer alcohol-
related problems and will experience lower levels of post-traumatic psychological 















 Three-hundred ninety-five college students from a 4-year university located in the 
southwestern United States were recruited from a research participation pool.  Students 
who agreed to participate received research credit in partial fulfillment of course 
requirements for completion of a web-based survey.  The participants’ ages ranged from 
17-42 with a mean age of 19.97 (SD = 2.478).  Participants’ designation in school was 
reported as 46.1% (n = 182) freshmen, 23.3% (n = 92) sophomores, 13.4% (n = 53) 
juniors, 17% (n = 67) seniors, and 0.3% (n = 1) graduate/special.  Thus, the majority of 
participants were freshmen or sophomores (see Table 2).   
Participants’ religious affiliation was reported as 61.8% (n = 244) protestant, 
12.7% (n = 50) Roman Catholic, 5.3% (n = 21) Agnostic, 2.8% (n = 11) Atheist, 0.8% (n 
= 3) Buddhist, 0.5% (n = 2) Greek Orthodox or Mormon, 0.3% (n = 1) Jewish, 0.3% (n = 
1) Hindu, and 4.3% (n = 17) reporting “other.”  Therefore, a strong majority of the 
sample reported a Judeo-Christian background.  Further, 28.6% (n = 113) participants 
indicated attending church a few times a year, 20.3% (n = 80) reported attending church a 
few times a month, 14.9% (n = 59) reported attending church once a week, 11.9% (n = 
47) reported attending church more than once a week, 6.8% (n = 27) reported attending 
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church once a year or less, and 17.5% (n = 69) indicated that he/she has never attended 
church.  Moreover, 53.9% (n = 213) of the sample reported high levels of intrinsic 
religiosity. 
Measures 
Demographics.  A demographic questionnaire was completed by participants for 
descriptive purposes.  The questionnaire assessed age, gender, ethnicity, designation in 
school, and religious affiliation.   
Duke Religion Index. The Duke Religion Index (DRI; Koenig, Parkerson, & 
Meador, 1997) is a brief five-item self-report scale that comprehensively and briefly 
measures three major dimensions of religiosity: organizational, non-organizatio al, and 
intrinsic religiosity dimensions.  Organizational religiosity is defined by the frequency in 
which the respondent attends religious meetings.  Response choices range from “never” 
to “more than once a week."  Non-organizational religiosity is characterized by the 
amount of time spent engaging in private religious activities such as prayer and 
meditation.  Response choices range from “rarely or never” to “more than once a day.”  
Intrinsic religiosity is defined as an individual who integrates his/her religiousness into 
his/her everyday thoughts and actions (Allport & Ross, 1967) and is measured by three-
items.  Response choices range from “definitely not true of me” to “definitely true of me” 
with higher scores corresponding to greater religiousness.  The DRI has demonstrated the 
ability to measure the construct of religiosity across samples of college students (Storch, 
Roberti, Heifgerken, Storch, Lewin, et al., 2004).  The DRI has strong internal 
consistency (Cronbach’s alpha = .91) and concurrent validity (r = .86; Storch et al., 
2004). 
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Frequency-Quantity Questionnaire.  The Frequency-Quantity Questionnaire 
(FQQ; Dimeff, Baer, Kivlahan & Marlatt, 1999) is used to assess the typical frequency 
and quantity of alcohol use among participants within a specified period of time.  The 
response options extend to 19 drinks or more in order to include binge drinking 
tendencies of some students.  The questionnaire is a very brief 3-item scale that takes 
approximately two minutes to administer.  Participants are asked to indicate how many 
drinks they consumed on one occasion during the last month (peak quantity) and how 
much alcohol they typically consume on a given weekend evening (typical quantity).  For 
these two questions, response choices are given from 0, “no drinks” to 10, “19 or more” 
drinks.  The third question assesses how often the participants drank alcohol during the 
past month (frequency of use).  Response choices range from 1, “I do not drink at all” to 
6, “once a day or more.”         
Brief RCOPE.  The Brief RCOPE (Pargament, Smith, Koenig, & Perez, 1998) is a 
brief and psychometrically sound measure that was designed to assess positive and 
negative patterns of religious coping methods.  It is a 14-item Likert scale measure 
yielding two religious coping subscales predictive of adjustment.  It was develop d as a 
shorter form of the more comprehensive, theoretically based RCOPE.  Positive and 
negative religious coping scales were formed by selecting a subset of items rom each of 
two factors.  Positive methods of religious coping include: seeking spiritual support, 
religious forgiveness, collaborative religious coping, spiritual connection, religious 
purification, benevolent religious reappraisal, and religious focus; whereas neg tive 
methods of religious coping include: spiritual discontent, punishing God reappraisals, 
interpersonal religious discontent, demonic reappraisal, and reappraisal of God’s power
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(Pargament et al., 1998).  Items are rated on a 4-point Likert scale ranging from 0 “not at 
all” to 3 “a great deal.”  Respondent’s total scores range from 0 to 42.  Higher scores
reflect greater use of religious coping methods.  The Brief RCOPE has high internal 
consistency for both the positive religious coping (Cronbach’s alpha = .90) and negative 
religious coping (Cronbach’s alpha = .81) scales (Pargament, et al. 1998).  In the current 
study, this measure demonstrated similar levels of consistency for both positive rel gious 
coping (Cronbach’s alpha = .95) and negative religious coping (Cronbach’s alpha = .83). 
This measure was included to assess the utilization of positive and negative relig ous 
coping strategies after a traumatic experience.  
Life Events Checklist (LEC).  The Life Events Checklist was developed at the 
National Center for PTSD to assess exposure to potentially traumatic events (Gray, Litz, 
Hsu, & Lombardo, 2004).  The LEC inquires about multiple types of exposure to each 
event (i.e., did the event happen directly to the participant or did they witness it or learn 
about it happening).  The LEC is a brief and psychometrically sound measure of 16 types 
of potentially traumatic events including natural disasters, exposure to warfare, assault 
with a weapon, physical abuse and fire or explosion.    The LEC is a 17-item self-report 
measure designed to assess prior exposure to potentially traumatic events.  For each of 
the 16 events, the respondents rate their experience of that event on a 5-point nominal 
scale (1 = “happened to me”, 2 = “witnessed it”, 3 = “learned about it”, 4 = “not sure”, 
5 = “does not apply”).  Further, the measure includes an item inquiring about any other 
exceedingly stressful experience not captured by the previous items.  This allows the 
LEC to elicit information about potentially traumatic events that may otherwis  be 
overlooked and further allows participants to endorse multiple types of trauma exposure.  
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The LEC has demonstrated strong convergence with measures of psychopathology 
associated with trauma exposure (Gray, et al., 2004).  This measure was used to classify 
whether or not participants had experienced one or more potentially traumatic even s.  
Further, three groups were created with the LEC.  The groups included participants who 
reported no history of a traumatic experience, participants who reported experiencing 
only one trauma, and participants who reported experiencing two or more traumas.           
PTSD Checklist-Civilian Version (PCL).  The PTSD Checklist-Civilian Version 
(Weathers, Litz, Huska, & Keane, 1994) is a self-report instrument that assesses 
symptoms of posttraumatic stress disorder as defined by the fourth edition of the 
Diagnostic and Statistical Manual of Mental Disorders (DSM-IV).  The PCLis a 17-item 
measure that is easy to administer and score.  An additional strength to the PCL is its 
efficiency of administration; the mean administration time for this measur i  
approximately five minutes in comparison to other PTSD measures which estimate 
roughly 20-60 minutes for completion (Ruggiero, Del Ben, Scotti, & Rabalais, 2003).  
Participants choose from responses on a 5-point Likert-type scale ranging from 1, “Not at 
all” to 3, “Moderately” to 5, “Extremely”.  Total response scores range from17 to 85 
with cutoff scores for a probable PTSD diagnosis at 44 and above (Blanchard, Jones-
Alexander, Buckley, & Forneris, 1996; Ruggiero et al, 2003).  Further, utilizing a mixed 
scoring system of either a 3 or 4 on individual symptom items to meet DSM-IV-TR 
diagnostic criteria has been demonstrated to provide the best diagnostic efficiency (.96; 
Blanchard et al., 1996).  The psychometric properties of the PCL have been extensively 
examined (Blanchard et al., 1996; Ruggiero et al., 2003; Elhai, Gray, Docherty, Kashdan, 
& Kose, 2007).  Analysis of the PCL has revealed strong internal consistency (.94; 
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Blanchard, et al., 1996; Ruggiero et al., 2003) and good test-retest reliability (.88; 
Ruggiero et al., 2003).  An optimal cutoff score of 44 and above has been found to 
provide the highest level of diagnostic efficiency (.96) among treatment-seking trauma 
survivors (Blanchard et al., 1996; Ruggiero et al., 2003).  In the current study, this 
measure demonstrated similar levels of consistency (Cronbach’s alpha = .91).  This 
measure was used to assess the participant’s level of PTSD symptom severity.        
Brief Young Adult Alcohol Consequences Questionnaire (B-YAACQ).  The Brief 
Young Adult Alcohol Consequences Questionnaire is a 24-item scale assessing problems 
related to drinking (Kahler, Strong, & Read, 2005).    The B-YAACQ was developed 
using the Rasch model (Rasch, 1960) from the Young Adult Alcohol Consequences 
Questionnaire (YAACQ; Read, Kahler, Strong, & Colder, 2006).  The B-YAACQ uses a 
dichotomous response format with questions that encompass social-interpersonal 
consequences, impaired control, self-perception, self-care, risk behaviors, 
academic/occupational problems, excessive drinking, and physiological dependenc .  
Total scores on the B-YAACQ range from 0-24.  Respondents who score a 1 are very 
unlikely to endorse severe symptoms or consequences from drinking.  A score of 5 
indicates that most significant consequences are unlikely although there is some risk for 
potential serious consequences.  At a score of 10 respondents are likely to report some 
important psychosocial consequences.  A score of 15 indicates the presence of symptoms 
of alcohol abuse and dependence; whereas, at a score of 20 the respondent is likely 
experiencing significant distress and impairment from drinking in a variety of areas in 
their lives.  The B-YAACQ has demonstrated good internal consistency (Cronbach’s 
alpha = .89) and strong convergent validity with the YAACQ (r = .95) and the Rutgers 
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Alcohol Problem Index (RAPI; White & Labouvie, 1989; r = .78).  In the present study, 
this measure demonstrated similar levels of consistency (Cronbach’s alpha = .90).        
Alcohol Use Disorders Identification Test (AUDIT).  The Alcohol Use Disorders 
Identification Test is a 10-item scale assessing recent alcohol use, alcohol dependence, 
and alcohol-related problems.  It was developed by the World Health Organization and 
evaluated in six countries (Norway, Australia, Kenya, Bulgaria, Mexico, and the United 
States of America; Babor, Higgins-Biddle, Saunders, & Monteiro, 2001).  It is a brief, 
rapid, and flexible measure that has proven to be an accurate measure of alcohol risk 
across gender, age, and cultures; more specifically, detecting alcohol risk and dependence 
among college students.  For each item the respondent chooses from a set of responses, 
and each response has a score ranging from 0 to 4.  Items 1, 2, and 3 assess for risky 
drinking behavior (e.g., frequency; quantity; binge drinking).  Items 4, 5, and 6 evaluate 
symptoms of alcohol dependence (impaired control; failure to carry out responsibilitie ; 
morning drinking).  Finally, items 7, 8, 9, and 10 determine alcohol-related problems 
(e.g., guilt after drinking; blackouts; alcohol-related injuries; others’ concern about 
drinking).  Total scores can range from 0 to 40 with scores of 8 or higher indicating 
hazardous and harmful alcohol use, as well as possible alcohol dependence (Babor et al., 
2001).  The AUDIT has demonstrated high internal consistency (α=.80; Fleming, Barry 
& MacDonald, 1991) and strong test-retest reliability (r=.86) among a sample of non-
hazardous drinkers, cocaine abusers, and alcohol dependent participants (Allen, Litten, 
Fertig, & Babor, 1997; Babor et al., 2001).  In the present study, this measure 
demonstrated similar levels of consistency (Cronbach’s alpha = .82).  This measure was 
included to assess risky alcohol use and alcohol-related problems.    
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Design and Procedure 
 Participants were recruited from a research participant pool (SONA) and received 
course credit for completion of the web-based survey.  Individuals who chose to 
participate were asked to read a consent form prior to beginning the online survey.  
Before participants could complete any measures or demographic information they were 
required to click a box stating that they had read and understood the consent form and 
sign it freely and voluntarily.  Considering the sensitive information that participants 
were asked during the study, specific provisions were implemented to ensure 
confidentiality.  Participants were designated a unique identification code.  This code 
consisted of the last four digits of the participant’s social security number followed by the 
participant’s two-digit birth month and the participant’s two-digit birth day.   
 After informed consent had been obtained and participants had been assigned 
their unique identification number, all participants completed an assessment that i cluded 
the Demographic Questionnaire, the Frequency-Quantity Questionnaire (FQQ), the Brief 
RCOPE Questionnaire, the Life Events Checklist Questionnaire (LEC), the PTSD
Checklist-Civilian Version (PCL), and the Alcohol Use Disorders Identification Test 
(AUDIT), Brief Young Adult Alcohol Consequences Questionnaire (BYAACQ). 
Web-based survey.  All paper-and-pencil versions of each measure were changed 
into the web-based version of the questionnaire.  Therefore, the web-based survey 
administered questions verbatim from the previously described Frequency-Quantity 
Questionnaire, the brief RCOPE, the Life Events Checklist, the PTSD Checklist-Civ lian 
Version, and the Alcohol Use Disorders Identification Test.  Participants were provided 
with the same response choices as specified on the original paper-and-pencil version of 
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the survey.  In addition, the web-based survey asked participants to enter their unique 














Prior to tests of study hypotheses, comparisons of several additional study 
variables were examined.  Chi-square tests were calculated among the demographic 
variables (gender, ethnicity, academic year, Greek affiliation, marital status) and number 
of traumas experienced designated by total scores on the LEC (see Table 3).  In the 
current sample, the total number of traumatic experiences ranged from 0 to 13, with total 
possible scores for the LEC ranging from 0 to 17.  The mean of LEC total scores was 
2.81 (SD = 2.07).  Due to the nature of the hypotheses being tested, three categories were 
formed from the LEC variable: (1) no history of a traumatic event; (2) experienc d only 
one traumatic event; and (3) experienced two or more traumatic events.   Results
indicated a significant difference between trauma exposure and academic year χ2(8, 395) 
= 26.64, p < .001 with seniors and freshmen being more likely to experience two or more 
traumas than sophomores and juniors; therefore, academic year was controlled for during 
the primary analyses.  No other demographic variables were significantly associated with 
number of traumatic experiences.  
 One-way analyses of variance (ANOVAS) were conducted for effects of 
demographic variables on five dependent variables (alcohol-related problems and 
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consequences, symptoms of PTSD, positive and negative methods of religious coping) 
with Tukey HSD post-hoc tests for pairwise differences.  The results indicate  a small 
but significant difference between genders on use of positive religious coping (p < .05) in 
which females reported engaging in higher levels of positive religious coping methods (M 
=11.72, SD = 6.85) than men (M = 10.24, SD = 7.11).  Further, a significant difference 
was found between gender and reported symptoms of PTSD (see Table 4), in which 
females reported significantly more symptoms of PTSD (M = 33.30, SD = 12.04) than 
males (M = 28.79, SD = 10.22).  In regards to ethnicity, results indicated a significant 
difference (p < .01) between the use of negative religious coping strategies (see Table 5).  
Moreover, a significant difference was found between Greek affiliation and alcohol-
related problems and use of positive religious coping strategies (see Table 6).  
Participants who reported being a member of a Greek organization reported more 
alcohol-related problems (M = 7.44, SD = 5.23) and risky alcohol use (M = 6.92, SD = 
5.19) compared to participants who were not members of a Greek organization.  
Participants reporting a Greek affiliation also indicated using positive religious coping 
strategies significantly more (M = 12.39, SD = 6.72) than non-Greek participants (M = 
10.62, SD = 7.02).  Given these results, gender, ethnicity, and Greek affiliation were 
controlled for during the test of hypotheses.  
Primary Analyses 
General Analysis Strategy 
 For hypotheses one and two, partial correlations were examined as the primary 
test of the study hypothesis. Variables found to covary with one of the dependent 
variables in the correlation were controlled for in the partial correlation analysis. To 
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further describe the association between traumas experienced and alcohol consumpti 
and related problems, three groups were created with the LEC variable. The groups
included participants who reported no traumas experienced ( = 41), participants who 
reported experiencing a single trauma (n = 80) and participants who reported two or more 
traumas (n = 274). A one-way ANOVA was conducted for each of the alcohol 
consumption and problem variables, with Tukey HSD post hoc analyses to determine 
specifically how participants differed for each variable.  Since this test was more 
descriptive than a test of the hypothesis, no corrections to preserve a conservative alpha 
were made. Hypothesis three was examined using only partial correlation. 
 For hypotheses four and five, participants were excluded for the analyses if they 
reported no history of a traumatic experience.  These hypotheses were then exami ed 
using partial correlations. 
Hypothesis One 
 It was hypothesized that participants who reported experiencing more trauma ic 
life events would report more frequent alcohol use, heavier consumption of alcohol, and 
more alcohol-related problems.  To test this hypothesis, partial correlations were 
conducted among the LEC total score, alcohol consumption characteristics (FQQ 
variables of peak quantity, typical quantity, and frequency of use), and alcohol-related 
problems (AUDIT, BYAACQ).  Since preliminary analyses indicated significant 
differences between academic year and number of traumatic experiences, as well as 
gender, ethnicity, and Greek affiliation, these variables were controlled for in the primary 
analyses.  Results (see Table 7) revealed a significant positive relationship between 
participant’s peak quantity (pr = .16; p < .01), typical quantity (pr = .14; p < .01), and 
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frequency of alcohol consumption (pr = .15; p < .01) with scores on the LEC.  Further, 
results indicated a significant positive relationship between participant’s alcohol-related 
problems as measured by the AUDIT (pr = .17; p < .001) and the BYAACQ (pr = .26; p 
< .001).  As predicted, participants who reported experiencing more traumas also 
reported more alcohol consumption and alcohol-related problems.  Results from the one-
way ANOVA and Tukey HSD post hoc analyses demonstrated a significant difference 
between participants reporting no trauma history and only one trauma with participants 
reporting two or more traumas on the BYAACQ, F(2, 382) = 9.412, p < .01.  
Hypothesis Two 
 It was hypothesized that participants who reported experiencing more trauma ic 
events would report higher levels of PTSD symptoms.  To test this hypothesis, partial 
correlations controlling for academic year, gender, ethnicity, and Greek affiliation were 
conducted among the LEC total score and PCL total score.  Results demonstrated a 
significant positive relationship (pr = .35, p < .001) between numbers of traumatic 
experiences and total symptoms of PTSD.  The follow-up ANOVA demonstrated 
significant differences in PCL scores among the three trauma groups, F(2, 394) = 11.55, 
p < .001. Tukey HSD post hoc analyses revealed that individuals with no history of a 
traumatic experience were not significantly different from participants reporting 
experiencing only one traumatic event; however, participants who reported experiencing 
two or more traumas reported significantly more symptoms of PTSD than participan s 




It was hypothesized that participants who reported more PTSD symptoms would 
report more frequent alcohol use, heavier consumption of alcohol, and more alcohol-
related problems.  In order to test this hypothesis, participants were excluded for the 
analyses if they did not report any symptoms of PTSD. Three-hundred forty-one 
participants were examined for this hypothesis.  Partial correlations were conducted 
among the total scores from the PCL and FQQ, AUDIT, and BYAACQ scores.  AUDIT 
(pr = .20, p <.001) and BYAACQ (pr = .28, p < .001) scores were positively correlated 
with scores on the PCL, indicating that participants reporting more symptoms of PTSD 
also encountered more problems related to alcohol use (see Table 8).  Further, 
participants reporting more PTSD symptoms also reported more frequent alcohol 
consumption (pr = .13, p < .05).  However, typical quantity of alcohol consumption (pr = 
.09, p = .09) and peak quantity of alcohol consumption (pr = .10, p = .06) were not 
significantly related to symptoms of PTSD.   
Hypothesis Four 
 It was hypothesized that participants who used positive religious coping strategies 
after traumatic experiences would have lower rates of alcohol consumption (quantity and 
frequency) and lower rates of alcohol-related problems compared to their counterparts 
who used negative religious coping strategies.    Partial correlations were examin d 
between positive and negative religious coping and FQQ, AUDIT, and BYAACQ scores.  
The results demonstrated a significant negative correlation between positive rel gious 
coping and FQQ and AUDIT scores (see Table 9).  This suggests that participants who 
utilized more positive methods of religious coping engaged in less alcohol consumption 
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and reported fewer alcohol-related problems.   The analyses did not reveal a significant 
association between use of negative religious coping strategies and alcohol-related 
variables as predicted.  Although nonsignificant, there was a positive correlatin be ween 
negative religious coping methods and alcohol-related problems.  
Hypothesis Five 
 It was hypothesized that participants who reported higher rates of negative 
religious coping strategies would have significantly more symptoms of posttraumatic 
stress disorder compared to participants who reported higher rates of positive religious 
coping.  In order to test this hypothesis, participants were excluded for the analyses if 
they reported no history of a traumatic experience.  Partial correlations were examined 
among 351 participants between positive and negative religious coping strategies and 
total scores from the PCL (see Table 10).  The results indicated a nonsignificant 
relationship between use of positive religious coping strategies and total symptoms of 
PTSD.  Conversely, a significant positive correlation (pr = .27, p < .001) was observed 
between total PTSD symptoms and use of negative religious coping methods.  This 
suggests that participants who engage in negative religious coping strateies also report 












Traumatic experiences often result in psychological sequelae, and victims of 
traumatic experiences engage in a range of coping mechanisms in order to alleviate the 
negative symptoms associated with trauma. The use of alcohol and religion are among 
the most prevalent methods of coping used to reduce symptoms of posttraumatic stress, 
such as avoidance, hyperarousal, and re-experiencing of the event (Kessler et al., 1995; 
Pargament et al., 1990).  Further, trauma victims may experience challenges to th ir 
fundamental beliefs and assumptions about the world.  This, in turn, may initiate the use 
of one or more positive and negative methods of religious coping.  Examples of positive 
religious coping strategies include seeking spiritual support, religious forgiving, and 
redefining the stressor through religion as potentially beneficial.  Negativ  methods of 
religious coping may include expressing confusion or dissatisfaction with God or with 
clergy members, redefining the trauma as the act of the devil, or as punishment fro  God 
for one’s sins.   The current literature has demonstrated the following associations: 
exposure to trauma and increased alcohol use; exposure to trauma and utilization of 
positive and negative religious coping methods; and symptoms of posttraumatic stress 
disorder and increased alcohol use.  However, the body of literature lacks examination of 
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whether engaging in methods of positive or negative methods of religious coping after 
exposure to trauma influences the use of alcohol and symptoms of posttraumatic stress.  
 The purpose of this study was to examine the use of positive and negative 
religious coping strategies after traumatic experiences among colle e students and the 
influence of these coping strategies on alcohol use and psychological symptoms.  
Specifically, it was proposed that individuals who used positive methods of religious 
coping after traumatic experiences would engage in less risky alcohol consumption 
compared to their counterparts who employed negative religious coping strategies and 
would experience lower levels of posttraumatic psychological symptoms and fewer 
alcohol-related problems.  In an effort to assuage or escape the negative symptoms 
associated with trauma, individuals would increase their alcohol consumption.  It was
hypothesized that religious coping may serve as a moderator between trauma exposure, 
PTSD symptoms, and alcohol consumption and related problems. 
Findings from the test of hypothesis one are consistent with the current literature, 
revealing that exposure to traumatic events is associated to more alcohol consumption 
and alcohol-related problems.  Further, exposure to greater number of traumatic 
experiences is associated with more problematic use of alcohol.  Interestigly, the 
analyses did not display a significant association between participants reporting no 
trauma history and participants reporting a history of only one traumatic experience.  
However, participants reporting two or more traumas reported significantly more alcohol-
related problems.  A couple of implications may be drawn from these results.  First, 
exposure to multiple traumatic events may result in more intense psychological distress 
which, in turn, may lead to increased consumption of alcohol to cope with those 
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symptoms.  Second, the effect described above may be a result of the measures used in 
this study.  The Life Events Checklist (LEC) used to examine participant’s exposure to 
traumatic experiences does not assess how the person viewed the traumatic experience 
(i.e., did the event result in intense fear, helplessness, or horror).  Participants may have 
reported experiencing one or more traumatic events (i.e., car accidents, natural disaster), 
yet would not meet DSM-IV-TR criteria for a traumatic event.  Further, t LEC is not an 
exhaustive list of life experiences.  It assesses for 16 stressful life events and provides a 
category for “other” experiences.  Participants may have experienced oth r events, yet 
failed to list them in the “other” category.  Moreover, the wording of some of the events 
listed may not capture each participant who experienced an event that would fall under 
that category.  For example, one of the LEC items lists “sexual assault (rape, attempted 
rape, made to perform any type of sexual act through force or threat of harm).”  This 
question may fail to capture participants who experienced childhood sexual abuse.  
Future studies should aim to clarify between participants who experienced the event as 
traumatic (e.g., involving intense fear, helplessness, or horror) and those participants who 
experienced a stressful life event.     
Consistent with the current body of literature, results from the analysis of 
hypothesis two provide support for the idea that individuals experiencing more traumatic 
events also may experience more symptoms of posttraumatic stress disorder.  How ver, 
participants reporting only one trauma history did not display significantly more 
symptoms of posttraumatic stress in comparison to participants with no trauma history as 
predicted.  Only participants reporting two or more traumatic events reported 
significantly more PTSD symptoms than the other two groups.  As previously noted, this 
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is likely a reflection of the measure used to assess exposure to traumatic life events.  On 
the other hand, these results may suggest that after exposure to one trauma, positive 
coping resources may be depleted and victims may present with more symptoms of 
PTSD when exposed to multiple traumatic events. 
The third hypothesis predicted that participants who reported more PTSD 
symptoms would report more frequent alcohol use, heavier consumption of alcohol, and 
more alcohol-related problems.  Support was found for this hypothesis as evidenced by 
the significant positive association between PTSD symptoms and alcohol-related 
problems.  Further, frequency of alcohol use and higher levels of peak quantity were also 
positively associated with PTSD symptoms.  Interestingly, however, the results did not 
support an association between higher levels of alcohol consumption on typical drinking 
occasions with symptoms of PTSD.  It appears that individuals reporting more symptoms 
of PTSD also engaged in significantly more consumption of alcohol on peak occasions 
and had more frequent drinking occasions.  Moreover, these individuals also experienced 
more alcohol-related problems.       
Hypothesis four predicted that participants who employ positive religious coping 
methods after traumatic experiences would have lower rates of alcohol consumption and 
alcohol-related problems compared to their counterparts who use negative religious 
coping methods.  Partial support was found for this hypothesis, as participants who 
utilized more positive religious coping strategies demonstrated less alcohol consumption 
(quantity and frequency) and alcohol-related problems.  Conversely, the results did not 
demonstrate a significant relationship between the use of negative religious coping 
methods and alcohol consumption and related problems.  This suggests that use of 
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positive religious coping strategies may buffer risky alcohol consumption and alcohol-
related problems, whereas negative religious coping strategies may not increase the risk 
for hazardous drinking behaviors.   
The fifth hypothesis predicted that participants reporting higher rates of negative 
religious coping strategies would have more PTSD symptoms compared to participants 
reporting higher rates of positive religious coping.  As expected, the results revealed a 
nonsignificant relationship between positive religious coping methods and symptoms of 
PTSD.  Further, results demonstrated that participants engaging in negative religious 
coping methods reported more PTSD symptoms, suggesting that negative religious 
coping methods may intensify PTSD symptoms. 
Overall, it appears that findings from the current study provide support that the 
use of religious coping strategies after trauma exposure may be associated with alcohol 
consumption, alcohol-related problems, and symptoms of posttraumatic stress disorder 
among college students.  This suggests that positive religious coping may moderate the 
negative symptoms associated with trauma and serve as a protective factor against risky 
alcohol consumption and related behaviors.  On the other hand, it also appears that 
employing negative religious coping strategies is associated with an increase in 
symptoms of posttraumatic stress disorder and may serve as a risk factor for these 
symptoms.       
Although the model proposed was supported by the analyses, several limitations 
should be taken into consideration.  First, a large number of participants reported 
experiencing two or more traumatic events (69.1%) while only approximately 10% 
reported a history of no traumatic experiences and almost 21% indicated experiencing 
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only one trauma in their lifetime.  The extant literature indicates that exposure to 
traumatic events is common with approximately 50-95% of individuals being exposed to 
at least one traumatic event during their lifetime (Breslau, Kessler, Chilcoat, Schultz, 
Davis, & Andreski, 1998; Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995).  
Although these numbers are consistent with the percentages found in this study, 
participants’ reports of the number of traumas experienced may not meet criteria for a 
traumatic experience.  The measure used to assess traumatic experiences, the Life Events 
Checklist does not assess for DSM-IV-TR criteria of a traumatic event.  For example, for 
the events listed, participants cannot indicate if the event involved threatened death or 
serious injury (i.e., natural disaster or transportation accident).  Further, it does not 
indicate whether the participant experienced “intense fear, helplessness, or horror” as 
designated in the DSM-IV-TR criteria for a traumatic event (APA, 2000).  Thus, it is 
possible that the number of participants reporting exposure to two or more traumas is 
higher than actual traumatic experiences defined by the DSM-IV-TR.   
An additional limitation of the current study is the sampled population.  This 
study was sampled on relatively young, predominantly Caucasian college students.  It is 
widely known that alcohol abuse is a major problem among college students (Task Force, 
2002).  With this in mind, the current study may overestimate the relationship between 
the study variables and alcohol consumption (frequency and quantity) and alcohol-related 
problems.  Further, the young age of the sample limits the generalizability of the present 
findings to other populations. 
Although these limitations should be taken into consideration, this study 
possesses multiple strengths.  Prior to the development of hypotheses a thorough 
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literature review was conducted regarding religious coping, alcohol use and rel te  
problems, and posttraumatic stress disorder after trauma exposure.  This study was the
first to combine these three bodies of literature.  Further, the measures chosen for this 
study were highly reliable and valid measurements of each construct.  Finally, the sample 
size was adequate to demonstrate statistical power. 
Future research should aim at better understanding the role of religious coping 
strategies and its influence on psychological symptoms in the aftermath of trauma.  
Studies should further investigate the use of positive religious coping as a protective 
factor for alcohol consumption and problems.  Finally, further investigation of the 
relationships among these variables in which the nature of traumatic events is more 
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Patterns of Religious Coping Methods 
 
 
Positive Religious Coping 
Benevolent Religious Reappraisal:  Redefining the stressor through religion as 
benevolent and potentially   beneficial. 
 
Collaborative Religious Coping:  Seeking control through a partnership with God in 
problem solving. 
 
Seeking Spiritual Support:  Searching for comfort and reassurance through God’s love 
and care. 
 
Religious Focus:  Seeking relief from the stressor through a focus on religion. 
 
Religious Purification:  Searching for spiritual cleansing through religious actions. 
 
Spiritual Connection:  Seeking a sense of connectedness with transcendent forces. 
 
Seeking Support from Clergy or Members:  Searching for comfort and reassurance 
through the love and care of congregation members and clergy. 
 
Religious Forgiving:  Looking to religion for help in letting go of anger, hurt, and fear 
associated with an offense. 
 
Negative Religious Coping 
Punishing God Reappraisal:  Redefining the stressor as a punishment from God for the 
individual’s sins. 
 
Demonic Reappraisal:  Redefining the stressor as the act of the Devil. 
 
Reappraisal of God’s Powers:  Redefining God’s powers to influence the stressful 
situation. 
 
Spiritual Discontent:  Expressions of confusion and dissatisfaction with God. 
 
Interpersonal Religious Discontent:  Expressions of confusion and dissatisfaction with 





Demographic Characteristics of Participants (N = 395) 
 
Characteristic  n  % 
Gender     
Male  149   37.7 
Female  246   62.3 
Ethnicity     
Caucasian  333   84.3 
African-American  6   1.5 
American Indian  27   6.8 
Hispanic or Latino  9   2.3 
Asian  13   3.3 
Biracial/Mixed  3   0.8 
Academic Year     
Freshman  182  46.1 
Sophomore  92  23.3 
Junior  53  13.4 
Senior  67  17.0 
Graduate/Special  1  0.3 
Greek     
Greek Affiliation  112  28.4 
Non-Greek  282  71.4 
Marital Status     
Never Married  384  97.2 
Married  3  0.8 
Separated  1  0.3 
Divorced  2  0.5 
Common Law  1  0.3 
Widowed  1  0.3 





















      
Gender     χ2=.061 
Male 149 10.1% 20.8% 69.1%  
Female 246 10.6% 19.9% 69.5%  
      
Ethnicity     χ2=15.20 
Caucasian 333 11.4% 19.5% 69.1%  
African-American 6 0% 16.7% 83.3%  
American Indian 27 7.4% 14.8% 77.8%  
Hispanic or Latino 9 0% 55.6% 44.4%  
Asian 13 7.7% 38.5% 53.8%  
Biracial/Mixed 3 0% 0% 100%  
      
Academic Year     χ2=26.64* 
Freshman 182 6.0% 19.2% 74.7%  
Sophomore 92 17.4% 23.9% 58.7%  
Junior 53 7.5% 32.1% 60.4%  
Senior 67 14.9% 7.5% 77.6%  
Graduate/Special 1 0% 100% 0%  
      
Greek     χ2= 8.64 
Greek 112 5.4% 23.2% 71.4%  
Non-Greek 282 12.4% 18.8% 68.8%  
      
Marital Status     χ2=5.89 
Never Married 384 10.4% 20.6% 69.0%  
Married 3 0% 0% 100%  
Separated 1 0% 0% 100%  
Divorced 2 0% 0% 100%  
Common Law 1 0% 0% 100%  
Widowed 1 0% 0% 100%  






Means, Standard Deviations, and One-Way Analyses of Variance (ANOVA) for Effects of Gender 
on Five Dependent Variables 
 
 Male Female ANOVA 
Variable M SD M SD F(1, 393) η2 
AUDIT 5.57 4.95 4.98 4.59 1.46 .004 
BYAACQ 5.65 4.81 6.38 5.41 1.77 .005 
Positive Religious Coping 10.24 7.11 11.72 6.85 4.23* .01 
Negative Religious Coping 3.40 3.81 3.14 3.85 .427 .001 
PTSD Symptoms 28.79 10.22 33.30 12.04 14.51** .04 





Means, Standard Deviations, and One-Way Analyses of Variance (ANOVA) for Effects of Ethnicity on Five Dependent 
Variables 
 











Mixed F(7,394) η2 




(10.43) 4.51 (5.29) 5.11 (3.43) 5.64 (6.19) 5.33 (6.80) 1.73 .024 
Positive Religious 
Coping 11.07 (6.98) 14.33 (7.06) 13.70 (6.37) 11.88 (5.18) 9.53 (7.28) 5.00 (7.81) 1.91 .02 
Negative Religious 
Coping 3.17 (3.79) 6.83 (4.53) 3.18 (3.24) 4.77 (2.90) 1.46 (2.22) 10.33 (9.60) 3.26* .054 
PTSD Symptoms 31.47 
(11.71) 
40.83 
(15.58) 31.07 (8.61) 28.88 (7.68) 30.30 (6.22) 
40.66 
(23.07) 1.16 .016 
Note: η2 = effect size. 





Means, Standard Deviations, and One-Way Analyses of Variance (ANOVA) for Effects of Greek Affiliation on Five 
Dependent Variables 
 
 Greek Affiliation Non-Greek Affiliation ANOVA 
Variable M SD M SD F(2,394) η2 
AUDIT 6.92 5.19 4.53 4.36 10.91*** .05 
BYAACQ 7.44 5.23 5.57 5.10 5.38** .03 
Positive Religious Coping 12.49 6.72 10.62 7.02 3.26* .01 
Negative Religious Coping 3.29 3.68 3.23 3.90 .37 5.7 
PTSD Symptoms 31.35 12.90 31.74 11.03 .64 2.3 
Note: η2 = effect size. 




Means, Standard Deviations, and Correlations for Scores on Alcohol Consumption, Alcohol-Related Problems, and 
Total Traumas Experienced 
 
Measure AUDIT BYAACQ Peak Typical Frequency LEC M SD 
AUDIT  .77** .79** .70** .76** .17** 5.31 4.71 
BYAACQ   .61** .52** .60** .26** 6.10 5.20 
Peak    .75** .75** .16* 3.50 2.43 
Typical     .69** .14* 2.79 2.31 
Frequency      .15* 2.55 1.24 
LEC       2.82 2..08 
Note: AUDIT = Alcohol Use Disorders Identification Test; BYAACQ = Brief Young Adult Alcohol Consequences 
Questionnaire; FQQ1 = Peak Quantity of Alcohol Consumption; FQQ2 = Typical Quantity of Alcohol Consumption; 






Means, Standard Deviations, and Correlations for Scores on Alcohol Consumption, Alcohol-Related Problems, and 
PTSD Symptoms 
 
Measure AUDIT BYAACQ Peak Typical Frequency PCL M SD 
AUDIT  .77** .78** .71** .75** .20** 5.46 4.81 
BYAACQ   .61** .53** .61** .28** 6.37 5.26 
Peak    .76** .74** .10 3.55 2.47 
Typical     .69** .09 2.82 2.34 
Frequency      .13* 2.56 1.25 
PCL       32.37 11.66 
Note: AUDIT = Alcohol Use Disorders Identification Test; BYAACQ = Brief Young Adult Alcohol Consequences 
Questionnaire; FQQ1 = Peak Quantity of Alcohol Consumption; FQQ2 = Typical Quantity of Alcohol Consumption; 
FQQ3 = Frequency of Alcohol Consumption; PCL = PTSD Checklist-Civilian Version 





Means, Standard Deviations, and Correlations for Scores on Alcohol Consumption, Alcohol-Related Problems, and 






















AUDIT 1.00 .77** .78** .71** .75** -.21* .05 5.46 4.81 
BYAACQ  1.00 .61** .53** .61** -.09 .07 6.37 5.26 
Peak   1.00 .76** .74** -.22** -.004 3.55 2.46 
Typical    1.00 .69** -.19* -.03 2.82 2.34 
Frequency     1.00 -.26** -.05 2.56 1.25 
Positive 
RCOPE 
     1.00 .18** 11.33 6.93 
Negative 
RCOPE 
      1.00 3.43 3.92 
Note: AUDIT = Alcohol Use Disorders Identification Test; BYAACQ = Brief Young Adult Alcohol Consequences 
Questionnaire; FQQ1 = Peak Quantity of Alcohol Consumption; FQQ2 = Typical Quantity of Alcohol Consumption; 
FQQ3 = Frequency of Alcohol Consumption; Positive RCOPE = Positive Religious Coping; Negative RCOPE = 
Negative Religious Coping 





Means, Standard Deviations, and Correlations for Scores on Methods of Religious Coping and PTSD Symptoms 
 
Measure Positive RCOPE Negative RCOPE PCL M SD 
Positive RCOPE 1.00 .18** .04 11.41 6.88 
Negative RCOPE  1.00 .27** 3.47 3.94 
PCL   1.00 32.33 11.68 
Note: Positive RCOPE = Positive Religious Coping; Negative RCOPE = Negativ  Religious Coping; PCL = PTSD 
Checklist-Civilian Version 




























Life Events Checklist 
 77










































Kasey Renee Claborn 
 
Candidate for the Degree of 
 
Master of Science 
 
 
Thesis:    USE OF RELIGIOUS COPING STRATEGIES AFTER TRAUMA 
EXPOSURE AS PREDITCORS OF ALCOHOL USE AND SYMPTOMS OF 
POSTTRAUMATIC STRESS AMONG COLLEGE STUDENTS 
 
 




Education:  Graduated from Trinity Christian High School, Lubbock, Texas in 
May 2002; received Bachelor of Science degree in Human Development 
and Family Studies from Texas Tech University in December 2005.  
Completed the requirements for the Master of Science in Psychology at 
Oklahoma State University, Stillwater, Oklahoma in July, 2009. 
  
Experience:  Clinical practicum at Psychological Services Center, Oklahoma 
State University, Stillwater, Oklahoma, 2007-Present. 
 
Professional Memberships:  American Psychological Association; Oklahoma 
Psychological Association; Association for Behavioral and Cognitive 























Name: Kasey Renee Claborn                                     Date of Degree:  July, 2009 
 
Institution: Oklahoma State University                  Location: Stillwater, Oklahoma 
 
Title of Study: USE OF RELIGIOUS COPING STRATEGIES AFTER TRAUMA 
EXPOSURE AS PREDICTORS OF ALCOHOL USE AND SYMPTOMS 
OF POSTTRAUMATIC STRESS IN COLLEGE STUDENTS 
 
Pages in Study: 84               Candidate for the Degree of Master of Science 
Major Field: Psychology 
 
Scope and Method of Study: The purpose of this study was to investigate whether the use 
of religious coping strategies after traumatic experiences is associated with 
alcohol consumption, alcohol-related problems, and symptoms of posttraumatic 
stress disorder 
 
Findings and Conclusions:  Findings from the present study revealed that employing 
positive religious coping strategies after traumatic experiences was associated 
with less alcohol consumption and fewer alcohol-related problems.  Moreover, the 
use of negative religious coping methods after trauma was associated with more 
symptoms of posttraumatic stress disorder.  Overall, it appears that findings from 
the present study provide support that the use of religious coping strategies after 
trauma exposure may be associated with alcohol consumption, alcohol-related 
problems, and posttraumatic stress disorder symptoms among college students. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
